from the thigh. Postoperatively the patient's ankle was initially immobilized in a below-knee equinus plaster-cast for 3 weeks and then in a neutral cast for a further 3 weeks. Thereafter the patient underwent 6 weeks of physiotherapy. At review ®ve months after surgery she was pain free and had returned to her preinjury level of skating. On examination the tibialis anterior tendon was well contained.
from the thigh. Postoperatively the patient's ankle was initially immobilized in a below-knee equinus plaster-cast for 3 weeks and then in a neutral cast for a further 3 weeks. Thereafter the patient underwent 6 weeks of physiotherapy. At review ®ve months after surgery she was pain free and had returned to her preinjury level of skating. On examination the tibialis anterior tendon was well contained. COMMENT Although rupture of the tendons that pass under the ankle extensor retinaculum has previously been reported 3 , rupture of the extensor retinaculum itself has not. We have been unable to ®nd a speci®c cause for the retinacular injury described and suspect that an element of attrition was involved. However, no predisposing repetitive manoeuvre or underlying disease was identi®ed.
We are also unsure why a partial retinacular rupture should have been so disabling. The wrist extensor retinaculum is often left partly de®cient after reconstruction procedures for rheumatoid arthritis without any troublesome bowstringing of the wrist extensor tendons 4 . Perhaps the greater change in direction taken by the extensor tendons as they pass over the front of the ankle to the foot or the short distance to the insertion of tibialis anterior is of relevance.
This unusual case offers a reminder that a sports-related ankle injury may occasionally be due to a tendinous or retinacular lesion rather than to the more common ligamentous or bony damage. Anterior knee pain is common and usually of benign origin; but malignant disease should not be forgotten.
CASE HISTORY
A woman aged 32 consulted her general practitioner because of bilateral anterior knee pain, worse on the right. Nothing of note was found on examination apart from obesity, and radiographs of the right knee were reported normal. She was advised to lose weight, modify activity and use simple analgesia as required. 2 years later she was seen with the same complaint by an orthopaedic surgeon who referred her to a rheumatologist. Again history, examination and radiographs were unremarkable and the working diagnosis was patellofemoral osteoarthritis with infrapatellar bursitis. Similar advice regarding weight loss, activity and analgesia was given. During the next six months swelling developed on the inferolateral aspect of the right knee with tenderness on the medial joint line and over the lateral and medial poles of the patella. There was a full range of movement with tenderness at extremes. Her erythrocyte sedimentation rate (ESR) was 71 mm/h but rheumatoid factor was absent, and the diagnosis was revised to synovitis, possibly due to an in¯ammatory arthritis. Injection of the knee joint with 80 mg methylprednisolone gave no relief but two months later her ESR had declined to 31 mm/h. Over the subsequent ®ve months two further steroid injections were given, again without symptomatic improvement. One month laterÐ3 years after the onset of symptomsÐthe patient suffered a trivial hyperextension injury to the right knee resulting in pronounced local tenderness and an inability to straight-leg-raise. A radiograph revealed a lytic lesion with associated fracture through the inferior pole of the patella (Figure 1) . At operation 10 mL of lipohaemarthrosis¯uid was drained from the joint and a 161 cm cavity in the inferior pole of the patella was identi®ed. This contained yellow jelly-like material extending into the ligamentum patellae and surrounding synovium. On histological examination this proved to be a grade 2 myxoid chondrosarcoma with incomplete excision margins, and at a further operation the patella and distal quadriceps were excised. Again the excision margins were found to be incomplete and an above-knee amputation was performed. Seeding of the tumour was found histologically throughout the joint. Six years postoperatively there is no evidence of local or metastatic disease. chondrosarcoma at this site. We believe that this is the ®rst time this tumour has been reported arising from the patella.
Skeletal myxoid chondrosarcomas are variants of conventional chondrosarcomas. They are usually low-grade malignant neoplasms with lobulation and sparse cellularity; composed of round stellate cells with abundant mucoid matrix, they have the histochemical characteristics of cartilage 1 , and they usually occur in the axial skeleton. Skeletal chondrosarcomas, whether myxoid or not, are graded 1 to 3, with metastatic potential rising with the grade. Myxoid degeneration is a purely descriptive term indicating less differentiation. However, chondrosarcomas have the ability to`dedifferentiate' over time. In a series of 20 patients with skeletal chondrosarcoma reported from the Memorial Sloan±Kettering Cancer Center 2 , New York, the most common sites of skeletal myxoid chondrosarcoma were the pelvis (6 cases), the femur (5) and the tibia (2); the other 7 cases were distributed through the axial skeleton. 5 of these patients had developed metastases.
Whether a primary patella tumour is benign cannot be decided radiologically 3 but most of them are: in a published series of 42 patellar tumours 4 , 90% were benign, the commonest diagnosis being chondroblastoma. In addition to chondrosarcomas, malignant primary tumours arising from the patella include haemangioendothelioma, haemangiosarcoma, lymphoma, ®brous histiocytoma, osteoblastoclastoma, osteosarcoma and plasmacytoma. Metastasis to the patella is rare but well described 5 .
In malignant tumours of the patella, pathological fracture is often the presenting complaint. Interruption of articular cartilage signi®es contamination of the joint and the slightest bone damage may lead to metastasis 6 , notably to the lungs. Diagnosis before fracture is therefore greatly preferable.
Since clinical and radiological diagnosis is unreliable, the safest option may be ®ne needle aspiration, possibly under computed tomographic guidance, with care not to cross into the joint. Open biopsy of sarcomatous tumours is ill-advised 3 . The diagnosis of primary bone malignancy should prompt referral to a specialist bone oncology centre. Surgical treatment of a primary patella tumour usually involves total patellectomy with muscle-tendon transfer if the extensor mechanism has to be resected. 
